U nipolar depression, one of the most important causes of disability worldwide, 1 is characterised by depressed mood, hopelessness, helplessness, intense feelings of guilt, sadness, low self esteem, thoughts of self harm, and suicide. Up to 15% of patients with unipolar depression eventually commit suicide. 2 Although clinical guidelines recommend treating moderate to severe depression with antidepressant drugs, 3 debate persists on whether some antidepressant drugs, in particular the selective serotonin reuptake inhibitors (SSRIs), cause the emergence or worsening of suicidal ideas in vulnerable patients. New insights on this key issue have been provided by three articles published in this issue.
Fergusson et al conducted a systematic review of published randomised controlled trials comparing SSRIs with either placebo or other active treatments in patients with depression and other clinical conditions. 4 They found an almost twofold increase in the odds of fatal and non-fatal suicidal attempts in users of SSRIs compared with users of placebo or other therapeutic interventions (excluding tricyclics). No increase in risk was seen, however, when only fatal suicidal attempts were compared between SSRIs and placebo. Finally, no differences were observed when overall suicide attempts were compared between users of SSRIs and tricyclic andidepressants.
By contrast, Gunnell et al included in their review both published and unpublished randomised controlled trials submitted by pharmaceutical companies to the safety review of the Medicine and Healthcare products Regulatory Agency. 5 These trials compared SSRIs with placebo in adults with depression and other clinical conditions. Three outcome measures were studied: completed suicide, non-fatal self harm, and suicidal thoughts. The researchers found no evidence for an increased risk of completed suicide, only weak evidence of an increased risk of self harm, and inconclusive evidence of an increased risk of suicidal thoughts (estimates compatible with a modest protective or adverse effect).
Finally, the nested case-control study reported by Martinez et al, based on information extracted from the General Practice Research Database, analysed the risk of non-fatal self harm and suicide in patients with a new diagnosis of depression who were prescribed SSRIs or tricyclics. 6 The cohort included 146 095 patients. In comparison with users of tricyclics, users of SSRIs were not at increased risk of suicide or non-fatal self harm. However, in patients aged 18 or less, weak evidence indicated a higher risk of non-fatal self harm in those prescribed SSRIs.
From a methodological viewpoint, these articles highlight the relevance of combining randomised with observational evidence, taking into account the limitations of both approaches. Randomised controlled trials included selected patient populations followed up for short periods of time: these studies were not designed to identify completed or attempted suicides specifically, and reported data on this outcome variable only in a subgroup of studies. [4] [5] Additionally, given that a diagnosis of unipolar depression was not required for inclusion in the review, trials with different patient populations were included. Although the procedure of pooling data from hundreds of trials increased the overall numbers, absolute numbers of patients attempting and committing suicide remained very low, leaving the possibility that reporting or not reporting a few cases could have completely changed the overall outcome. 7 Conversely, the study by Martinez et al analysed a large number of newly depressed patients. 6 However, the lack of randomisation raises the problem of confounding by indication because doctors might preferentially prescribe SSRIs on safety grounds in patients at risk of suicide. Although authors adjusted statistically for this potential confounder, the possibility that other known or unknown variables might have acted in unpredictable ways cannot be ruled out.
Taking into account these limitations, we can get some useful insights for clinical practice. Firstly, current evidence that indicates no clear relation between SSRIs and suicide, 4-6 8 9 together with available robust evidence of efficacy of treatment with antidepressant drugs in the pharmacological management of moderate to severe unipolar depression, should encourage doctors to prescribe effective doses of these drugs in such patients. Doctors should additionally be aware that SSRIs, similarly to tricyclics, may induce or worsen suicidal ideation and suicide attempts during the early phases of treatment, possibly because they cause agitation and activation particularly at that time. During these early phases, doctors should plan frequent follow up visits and also consider a possible supporting role for family members and caregivers. Patients should be advised against withdrawing treatment abruptly, given the risk of reactions to discontinuation. 10 Secondly, the strongest evidence applies to moderate to severe depression only and therefore cannot be extrapolated to mild depression. 3 Thirdly, these indications apply to adults only, whereas in children and adolescents the balance
Clinical and communication skills
Need to be learnt side by side T eaching clinical skills to undergraduates focuses on examination, planning treatment, safe prescribing, and procedures such as venepuncture, suturing, and cardiopulmonary resuscitation. 1 Curriculums for communication skills aim to develop effective (clear and sensitive) communication with patients, carers, and colleagues. Skills include being able to take a history and share information, particularly explaining procedures and discussing treatment options and their effects. 1 When working with patients and colleagues, communication and clinical skills are practised simultaneously, yet most medical school curriculums teach them separately, albeit in parallel.
The current practice of teaching communication skills separately from clinical skills reflects a reductionist paradigm-by breaking down the complex phenomenon of a consulatation to its basic components. This may be helpful at an early stage of learning, but it may limit the coherence needed to ensure that doctors communicate satisfactorily with patients.
Those who teach communication skills have moved on from establishing the importance of their discipline in good clinical care to researching the theoretical base. They now need to return to the clinical workplace to develop further the pragmatics of their teaching. The teaching of clinical skills, by contrast, has enjoyed a time honoured central position in the medical curriculum. The separate development of these two skills has separated them in practice.
In the United Kingdom and United States, the divergence has been compounded by evidence that most complaints are related to poor communication. 2 This has led to a greater emphasis on communication skills. The increasing predominance of early community based learning where communication skills are emphasised has also contributed to this dichotomy.
Teaching communication and clinical skills separately does not mirror clinical experience and may lead to unbalanced doctors. Clinicians with sound clinical knowledge may be appraised of the latest research evidence yet unable to translate their skills into effective clinical care. 3 Poor communication can often lead to poor health management. 4 5 Learning communication and clinical skills side by side would address how important skills for clinical practice can be improved. For example, examination of the abdomen-a clinical skills exercise-requires rapport and clear explanations-a communication exercise. At a more advanced level, evidence based practice integrates patients' values. 6 A recent challenge in medical education in Europe has been the generally positive imposition of the European Working Time Directive. 7 The shortened hours of work with limited windows of opportunity for training oblige us to make the most of the time available, and are conducive to integrated models of medical education. The relevant quality agenda has been addressed by Modernising Medical Careers. 8 An example from postgraduate education of effective side by side learning is the work on developing non-technical skills by using simulated operating theatres for training anaesthetists. 9 Debriefing, using video review, allows equal emphasis on technical clinical skills and on the social skills for team communication.
Such integrated learning is at an embryonic level in the undergraduate curriculum, but examples include
